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Pallid syncope successfully treated by permanent cardiac pacing 
C. Ross, N. Sreeram & W. Whitehouse 
Department of Paediatric Neurology and Heart Unit, Birmingham Children’s Hospital, Birmingham, UK 
The aims of this study are to raise awareness among paediatricians, neurologists and paediatric neurologists of the potential 
benefits of permanent cardiac pacing in patients who have severe and disabling reflex anoxic seizures (RAS) associated with 
reflex asystole, sometimes called ‘pallid syncope’. Up to now pacing was generally held not to be required for RAS as it is 
self-limiting and safe. 
A 3-year-old child with disabling RAS (asystole up to 24 seconds and end-expiratory apnoea) has been paced (VVI, 
70 bpm). Medical treatments failed and the post-ictal drowsiness and social effects of 1040 attacks a day were felt to 
warrant a trial of temporary pacing. This aborted an induced attack. Permanent pacing was therefore established. 
Two years later the patient remains free of RAS, off drugs and is attending school. The pacemaker was well tolerated 
and there have been no adverse effects. Family life has been normalized. A double-blind period of ambulatory monitoring, 
during which the pacemaker was either on or off, led to a typical RAS while the pacemaker was turned off. 
Permanent cardiac pacing can ameliorate RAS and return a family’s quality of life back to normal. 
Sleep disorders and their relation to psychological disturbance in children with epilepsy 
G. Stores & L. Wiggs 
University of Oxford Section of Child and Adolescent Psychiatry, Park Hospital for Children, Oxford, UK 
By means of parental questionnaires, sleep disturbances were assessed in 79 school children with epilepsy for comparison with 
healthy, matched control children. The daytime behaviour of the children with epilepsy was also assessed by questionnaire. 
The children with epilepsy were considered representative of such children under general paediatric care. A standardized sleep 
questionnaire was used to assess sleep disturbance which was classified into five basic types (poor-quality sleep, anxieties 
about sleep, episodic disturbances during sleep, symptoms suggestive of disordered breathing during sleep and short duration 
sleep). The Conners’ Revised Parent Rating Scale provided scores on five factors of child behaviour. 
Compared with normal controls children with epilepsy showed significantly higher rates of sleep disorders. Especially in 
younger children, associations were found between disturbed daytime behaviour and sleep problems, particularly poor-quality 
sleep. Other more specific associations included that between seizure frequency and anxieties about sleeping. 
Issues arising from the study included the potentially serious psychological and other developmental implications of 
persistent sleep disturbance to children with epilepsy, and the need for further research on specific types of epilepsy with 
careful identification of the nature of both sleep disturbance and related psychological dysfunction. 
The dilemmas and difficulties in differentiating causes of seizures in children 
K. Walker, M.E. O’Regan & J.K. Brown 
Department of Paediatric Neurology Royal Hospital for Sick Children, Edinburgh, UK 
The aims of this paper are to ascertain first how many children referred to a neurology clinic for evaluation of ‘seizures’ had 
a confirmed diagnosis of epilepsy, secondly the frequency of other causes of non-epileptic seizures and thirdly to evaluate 
and compare the symptomatology in the different diagnostic groups. 
A retrospective study over an 18-month period involving a review of all cases referred as ‘seizure? epilepsy?’ (n = 186) 
by primary care physicians to the paediatric neurology clinic at the Royal Hospital for Sick Children, Edinburgh. 
The age range of the group was 1 month to 14 years (mean 6.1 years), and consisted of 110 (59%) males and 76 (41%) 
females. The diagnoses were: epilepsy (22%), convulsion associated with fever (S%), febrile convulsions (4%). Other non- 
epileptic seizures were: reflex anoxic seizures (11%); daydreaming (10%); migraine (8%); behavioural events (10%); sleep 
disorders (4%); movements disorders (1%). The commonest reported symptoms in seizures with a confirmed diagnosis of 
epilepsy were: unresponsiveness (57%); jerking (55%); blank expression 38%. In total almost 40 different symptoms were 
used to describe epileptic fits. In vasovagal attacks falls, change of facial colour, unresponsiveness and jerking were the 
commonest symptoms reported. Unresponsiveness, cessation of normal activity and blank expression were also common in 
episodic behavioural problems. 
Non-epileptic events are more common as a cause of a presenting seizure than true epileptic fits. There is a marked overlap 
in symptoms between epileptic fits and other cause of non-epileptic seizures, therefore history alone will not discriminate 
between the two conditions. 
